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Abstract 
Art Therapy with  
Medically Isolated Bone Marrow Transplant Recipients:  
A Critical Literature Review 
with Recommendations 
Susan Krisch 
 
Bone marrow transplantation (BMT) is an intensive and often life-saving procedure that can 
lead to a range of psychosocial and physical side effects, including isolation, depression, 
anxiety, decreased self-esteem, and post-traumatic symptomatology. Limited studies exist 
which explore the benefits of art therapy with this unique population. This capstone utilized 
an extensive review of existing literature in order to explore if art therapy can benefit adult 
patients experiencing medical isolation during BMT treatments. It also seeks to discover if a 
review of the literature can provide a direction by which these benefits may be proven 
through continued research and clinical practice. 
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CHAPTER I: INTRODUCTION 
Art therapy is a mental health profession that utilizes artistic creative expression as a 
means to access, express, process, and heal from inner conflicts or life challenges (American 
Art Therapy Association [AATA], 2013). It is based in the idea that the act of creating art is 
innately healing, and can produce a great deal of self-discovery (Wadeson, 2010).  Art 
therapy has shown benefits from improving functioning and wellbeing, to developing social 
skills, to managing behaving and increasing self-awareness, and it incorporates a knowledge 
of theories of counseling psychology and human development (AATA, 2013).  
Over the last few decades, the field of art therapy has begun to explore its 
effectiveness at the bedside of those being treated for a range of medical illnesses and 
traumas (David and Illusorio, 1995; Decker, 1995; Gabriel et al., 2001; Garland et al., 2007; 
Geue et al., 2010; Geue et al., 2012; Greece, 2003; Gunter, 2000; Heiney and Darr-Hope, 
1999; Heiney and Darr-Hope, 2015; Johnson, et al. 2001; Lawson et al., 2011; Lawson et al., 
2012; Nainis et al., 2006; Perry, 2008; Puig et al., 2006; Rockwood-Lane & Graham-Pole, 
1994; Rockwood-Lane & Graham-Pole, 2005; Wood et al., 2011; Zammit, 2001). In 
particular, art therapy can prove effective for alleviating and working through some of the 
symptoms and psychosocial issues brought about when individuals face major medical crises 
(Adcock, 2008; Gabriel et al., 2001; Greece, 2003; Gunter, 2000; Lawson et al., 2011; 
Lawson et al., 2012; Rockwood-Lane & Graham-Pole, 1994; Rockwood-Lane & Graham-
Pole, 2005; Wood et al., 2011). This capstone aims to describe and discuss the current field 
of research regarding bone marrow transplant (BMT) patients and art therapy, and address 
research-based recommendations for treatment to address the unique needs of adult patients 
receiving BMTs in isolation.  
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 BMT is a medical procedure used to treat certain forms of blood, bone, and other 
cancers which have been unsuccessfully treated by less intensive methods (Thain and 
Gibbon, 1996) The procedure typically requires patients to remain hospitalized for four to six 
weeks on medical isolation, and can it take approximately a year to completely recover 
(Blood Weekly, 2002; Broers et al., 2000; Fife et al., 2000). In the following chapter, a 
thorough explanation of the process, side effects, and outcomes of bone marrow 
transplantation will be given. A review of research regarding the unique psychosocial 
challenges faced by this particular population will be discussed. Some of these common 
challenges include isolation, struggles with personal control, mortality, depression, anxiety, 
loss of roles, helplessness, hopelessness, coping with physical limitations, pain, regression, 
and post-traumatic stress symptomatology (Adcock, 2008; Blood Weekly, 2002; Broers et 
al., 2000; Cohen et al., 2001; Decker, 1995; Fife et al., 2000; Gabriel et al., 2001; Gammon, 
1999; Greece, 2003; Gunter, 2000; Johnson et al., 2001; Lawson et al., 2012; Neitzert et al., 
1998; Perry, 2008; Thain and Gibbon, 1996; Widows et. Al, 2000; Widows et. al 2005). For 
the purposes of this capstone, research on BMT with adult populations is the focus, and any 
studies utilizing child populations will be noted as such. 
 Existing research utilizing art therapy with BMT patients will then be discussed, with 
a particular focus on the implications for clinical practice and recommendations for future 
research. As there is a dearth of literature utilizing art therapy with this population, the use of 
art therapy with other medical populations who face similar psychosocial challenges will be 
discussed (David and Illusorio, 1995; Garland et al., 2007; Geue et al., 2010; Geue et al., 
2012; Heiney and Darr-Hope, 1999; Heiney and Darr-Hope, 2015;  Nainis et al., 2006; Puig 
et al., 2006; Wood et al., 2011; Zammit, 2001).  Common themes in patient artwork and 
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discussion will be explored, as well as recommendations towards therapeutic approach and 
specific interventions used.  
 Chapter three will explore recommendations of an art therapy method to address the 
common psychosocial struggles of BMT patients. These recommendations include the 
importance of flexibility, structure, material usage, meaning-making, acknowledging 
existential crises, and dialogue with the imagery.  Multi-patient engagement in making a 
shared quilt to display on a BMT unit will be presented as an art therapy method to provide a 
pseudo-group experience while in medical isolation.  
 In addition, current art therapy research will be reviewed. A critique will be made 
regarding research with this specific population, with medically-based art therapy (or medical 
art therapy), and with the overarching art therapy profession.  Chapter four will include a 
summary of my findings and recommendations towards future research with respect to BMT 
patients and art therapy.   
 My research question for this capstone project is, “Can art therapy benefit adult 
patients experiencing medical isolation during BMT treatments?”  If so, a second question 
would be, “Can a review of the literature provide a direction by which these benefits may be 
proven through continued research and clinical practice?” This population is unique.  A 
diminished immune system and predisposition to infection warrants physical isolation. The 
physical and emotional symptoms that accompany this procedure while in medical isolation 
pose specific challenges to both the patients and their treatment providers. Therefore, I will 
also explore literature-based recommendations for approaches to clinical practice.  
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CHAPTER II: LITERATURE REVIEW 
Bone marrow transplantation (BMT) is a medical procedure undergone to treat a 
variety of cancers and other diseases that affect the blood and immune system (Armitage, 
2013). Some of the most common conditions treated with BMT are acute myeloid leukemia, 
acute lymphoblastic leukemia, chronic myelogenous leukemia, chronic lymphocytic 
leukemia, multiple myeloma, non-Hodgkin’s lymphoma, Hodgkin’s disease, aplastic anemia, 
and some persistent forms of breast and testicular cancer (Armitage, 2013). Often, BMT is 
performed after previous attempts to treat the conditions through less intensive methods, such 
as chemotherapy, have proven unsuccessful. In other words, BMT is typically the “last 
resort” for patients who are very sick and who have been fighting an immune or blood 
disease for a long time (Andrykowski, 1994).  
The treatment process lasts approximately four to six weeks, during which time 
patients experience a drastically weakened immune system and are typically placed on 
isolation to prevent infection (Thain, 1996). The process begins with several days of 
“conditioning” through either total body irradiation (TBI ) or a high dose of chemotherapy to 
destroy the malignant cells, along with the patient’s bone marrow cells, so these can be 
replaced with healthy ones (Thain, 1996).  Patients then receive either an autologous 
transplant (from a sample of their own, healthy stem cells prior to treatment), or an 
allogeneic transplant from a donor who is a close match (typically a blood relative). The new 
marrow is transplanted through a peripherally inserted central catheter (PICC) into the 
patient’s bloodstream (Landry, 2012).   
Throughout the process, patients receive a wide array of medications through the 
PICC line, and are connected for most of the day to an intravenous infusion pump (Armitage, 
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2013). There are a wide range of potential side effects from both the transplant itself and 
from the medications used to prevent infections or boost cell growth.  Such side effects may 
include severe and continuous bleeding, infection, liver and bowel problems, severe skin 
rash, diarrhea, nausea, infertility and sterility, cataracts, muscle spasms, leg cramps, 
numbness in limbs, and mucositis (an ulceration of the mucus membranes: a common side 
effect of the conditioning process  that causes pain swallowing, talking or digesting food) 
(Armitage, 2013).  There is also the risk of transplant rejection, or a disease called graft 
versus host, in which the newly grafted bone marrow begins to attack the host’s body, 
causing a range of serious conditions from skin rash to liver failure (Armitage, 2013).   
One of the greatest concerns following bone marrow transplantation is the risk of 
infection (Landry, 2012). The procedure often diminishes a patient’s white blood cell counts. 
Until the transplanted marrow is engrafted and has fully replenished the white cells, the 
patient is in an immunocompromised state (Landry, 2012).  It is for this reason that the issue 
of isolation during treatment is so important (Landry, 2012). Patients are restricted to a 
private room, and all visitors must thoroughly wash their hands and wear a protective gown, 
mask, and gloves prior to entering. If the patients leave their room, they must wear gloves 
and a mask, and they must remain on the unit unless they are taken to another floor for a 
procedure.   
Psychosocial Impact of BMT 
BMT is a long, intensive treatment that holds a great deal of physical risks, side 
effects, and is performed in isolation (Thain & Gibbon, 1996).  The experience of receiving a 
BMT may impact the recipient emotionally, psychologically, and socially (Adcock, 2008; 
Blood Weekly, 2002; Broers et al., 2000; Cohen et al., 2001; Decker, 1995; Fife et al., 2000; 
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Gabriel et al., 2001; Gammon, 1999; Greece, 2003; Gunter, 2000; Johnson et al., 2001; 
Lawson et al., 2012; Perry, 2008; Thain and Gibbon, 1996; Widows et al.,  2000; Widows et 
al., 2005). In 1996, Thain and Gibbon performed an exploratory study to review BMT 
patients’ perceptions of the treatment experience from the initial decision to undergo the 
transplant to their discharge from the hospital. They found that a range of psychosocial issues 
seemed to arise at different stages in the treatment process from the initial “decision” phase 
to their final discharge and recovery.. 
  When making the decision to undergo treatment, the patient must cope with a great 
deal of uncertainty (Thain & Gibbon, 1996). They are given no promises of cure through the 
treatment, and they are faced with a great deal of risks. Despite this, the patient may 
experience some optimism that this is an opportunity for them to finally beat the illness or 
survive (Thain & Gibbon, 1996).  After admission to the hospital, during the conditioning 
phase of treatment, patients were said to experience the intensive chemotherapy or total body 
irradiation and related side effects as highly toxic and traumatic (physically and 
psychologically) (Thain & Gibbon, 1996).    
The “transplantation, isolation, and waiting” phase could be an “emotional roller 
coaster” for many patients (Thain & Gibbon, 1996). They may feel uncertain about what the 
outcome of the treatment would be, struggle to make meaning of their experiences, and battle 
with the experience of isolation.  In this period, patients may also struggle with a sense of 
helplessness and begin to yearn for a sense of control over their treatment. Finally, in 
preparing for discharge, patients may begin to grasp the impact the treatment and their 
altered physical state will have on their lives (i.e., ability to return to work, carry out hobbies, 
and maintain body image). Despite looking forward to leaving the restrictions of the hospital 
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and isolation, anxiety may develop as patients will no longer have immediate access to 
medical services if they should need them (Thain & Gibbon, 1996).  
A study by Neitzert et al. (1998) reviewed literature regarding the impact of BMTs on 
fatigue, psychological distress, and sexual functioning.  These three issues were noted as the 
most frequent and longest-lasting negative effects experienced by survivors post-transplant. 
In particular, physical impairment, weakness, and fatigue were distressing symptoms to BMT 
patients both during treatment and in years after. In addition, BMT patients scored in 
clinically significant ranges on scales assessing depression, anxiety, emotional distress, and 
negative mood, both during and in the year following the procedure (Neitzer et al., 1998).  
Perry (2008) conducted a study to see if providing BMT patients with psychological 
and social preparation could help prevent some of the negative psychosocial impact of the 
treatment process. Perry (2008) noted that though there is still a need for more extensive 
research on the impact of the BMT process, identified common concerns include emotional 
strain as a result of physical health, sexual dysfunction, isolation, helplessness, loss of 
control, anger and resentment, changes in roles and relationship conflicts, poor body image, 
diminished coping skills, low self-esteem, and occupational disability.  Perry (2008) 
commented that patients seemed to cope with the transplant process through regression to a 
child-like state, an over-dependency on staff, and by becoming more passive in interactions. 
Therefore it is important to increase patients’ sense of empowerment and personal control 
throughout the treatment process. Doing such seemed to have positive outcomes in reducing 
patients’ emotional distress and sense of helplessness and loss of control (Perry, 2008).   
Psychosocial considerations to consider throughout the treatment of BMT patients 
were highlighted in a publication by Decker (1995). These included the ability to maintain 
 8 
 
contact with social support networks and role retention (i.e., caregiver, friend, worker, 
student, etc.). A greater impact on quality of life (QOL) of male patients was noted in 
comparison to female patients (Decker, 1995).  Decker defined QOL by utilizing a model for 
measuring the quality of life in BMT patients developed by Grant, Ferrell and Schmidt 
(1992) which included physical, psychological, social, and spiritual well-being. From this, 
Decker found that both an overall sense of control and empowerment, and relationships and 
social supports have been viewed as the most important aspects contributing to quality of life 
within this population. Conversely, Decker concluded that conflict within relationships and 
feelings of helplessness may be major sources for a lower QOL (1995).   
A retrospective study by Aeschelmann et al. (1992) looked at the most common 
defense mechanisms used by BMT patients when faced with common conflicts in the 
treatment process. The study found that patients tended to respond to the challenges of BMT 
by using one of two clusters of defenses. Some patients responded using mostly avoidance, 
resignation, and regression, while others tended to use rationalization, fantasies of 
omnipotence, sublimation, and projection.  Denial was most prominent in both clusters. After 
comparing this with the patients’ reports of affect at the times they used these defenses, 
Aeschelmann et al. (1992) suggested that those who dominantly respond with the first cluster 
would present with an overall withdrawal from daily activity and lowered self-esteem.  The 
second cluster may present with higher self-esteem and engagement in daily activity during 
the treatment process.   
A study by Widows et al. (2000) examined the occurrence and vulnerability factors to 
posttraumatic stress disorder (PTSD) symptomatology in BMT patients approximately 20 
months after their treatment. The study found that 5% of the BMT patients in the sample met 
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full diagnostic criteria for PTSD, and the majority of the sample reported experiencing at 
least three or more PTSD-related symptoms. The severity and occurrence of the symptoms 
correlated with avoidant coping styles, fewer social supports, more negative perceptions of 
the BMT experience, and increased perceptions of social constraint. The authors noted that 
these results indicated the potential benefits of support groups and other psychosocial 
interventions to allow BMT patients an opportunity to process their experiences with others 
as a means to prevent PTSD symptomatology (Widows et al., 2000).   
A later study by the same authors (Widows et al., 2005) looked for predictors of 
posttraumatic growth in BMT survivors. Posttraumatic growth is the development of positive 
psychosocial outcomes after a traumatic event, such as a greater appreciation of life, greater 
satisfaction with self, improved interpersonal relationships, increased sense of spirituality, 
etc.(cite).  The posttraumatic growth among 72 BMT survivors was studied. Patients who 
experienced the BMT process as more emotionally distressing and who had greater concerns 
about survival demonstrated a greater degree of posttraumatic growth.  This growth was also 
greater in younger and less educated BMT survivors. No relationship was found between 
concurrent PTSD symptomatology and posttraumatic growth (Widows et al., 2005).   
Johnson et al. (2001) chose to examine the impact of global meaning of adjustment 
after BMT. Global meaning was defined as “the belief that life has a purpose” (Johnson et 
al., 2001, p.#). Eighty-five BMT survivors were interviewed. Global meaning was negatively 
related to global psychological distress, BMT-related psychological distress, depression, 
anxiety, avoidance, and hyper-arousal; and positively related to quality of life.  Johnson et al. 
discussed that the BMT experience can be a potentially “assumption-shattering” experience 
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that may force patients to develop new systems of meaning, mastery and existential beliefs 
(2001).   
Several studies addressed the impact of BMT beyond the initial phase of treatment 
(Blood Weekly, 2002; Broers et al., 2000; Fife et al., 2000), stressing the importance of 
developing coping skills and interventions to prevent future psychosocial struggles and 
improve long-term quality of life.  Among these, common long-term psychosocial effects for 
BMT survivors may be fatigue, sexual dysfunction, illness intrusiveness, decreased physical 
functioning, BMT-related disruptions into daily life, depression, lingering struggles for 
personal control, and anxiety.    
	Isolation in BMT  
Gammon reviewed the psychological consequences of both source (individuals with 
infectious diseases placed in isolation to prevent the spread of infection) and protective 
isolation (the kind experienced by BMT patients, aimed to protect the individual’s 
compromised immune system) throughout literature (1999).  It was found that the 
psychological care of patients who were under isolation was rarely addressed in literature, 
but the few studies that existed indicated a “complex set of severe stressors over a prolonged 
period of time” that included anxiety, depression, social withdrawal, disorientation, irregular 
sleep, regression, passivity, flat affect, agitation, and feelings of social isolation (author, year, 
p.#). It was also noted in a 1989 study by Collins et al. (as cited  in Gammon, 1999) that 
patients in isolation reported feeling a sense of alienation when interacting with staff and 
relatives who had to wear protective gowns, gloves, and masks. A search of more recent 
literature regarding the effects of isolation with BMT patients yielded nothing. 
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A phenomenological hermeneutic study was conducted by Cohen et al. (2001) to look 
at isolation in BMT. The study found that although BMT patients understood the medical 
need for their isolation, it left them feeling claustrophobic, abandoned, lonely, bored, and 
confined. In a number of patient interviews, they also reported pushing away family, friends, 
and even hospital staff to prevent others from having to “see them that way” or for fear of 
potential infection. Over time this led many to experience more emotional isolation, and a 
yearning “to exert more control and re-engage with the outside world” (Cohen et al., 2001, p. 
604).    
Campbell (1999) studied the feelings of oncology patients treated in protective 
isolation and the consequences of cancer chemotherapy treatment. Though this study did not 
deal directly with BMT patients, the oncology patients’ experiences of protective isolation 
and the side effects of intensive chemotherapy may be relevant to that of BMT patients. 
Campbell found that themes of the isolation experience related to “being shut in”, “coping 
with the experience”, being alone”, and “maintaining contact with the outside world” (year, 
p#) .  Their experience of the treatment fell into themes of “suffering chemotherapy”, 
“having cancer”, “knowing what to expect”, “developing relationships with health 
professionals” and “something I have to go through” (author, year, p#).  
Art Therapy with Patients Undergoing BMT 
In 2001, Gabriel et al. piloted a technique with patients on a BMT unit called “The 
Creative Journey”.   The technique addressed isolation, depression, anger, decreased self-
esteem, and hope; as well as to help alleviate physical symptoms of the treatment. The 
technique involved providing patients with an activity booklet of ten directives along with a 
pencil, markers, oil pastels, watercolors, glue, and colored paper.  The directives included 
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colors and shapes, a blind drawing, playing with art material, a self-introduction, still life and 
transformation, a visual poem, from chaos to order, the hidden seed, stress and its opposite, 
and “my creative journey” (Gabriel et al., 2001). Each directive was selected with a specific 
therapeutic aim, such as enabling free expression, encouraging meaning-making, eliciting 
free association, or producing a visual metaphor. Gabriel et al. (2001) found themes within 
the artwork that fell within three categories: 1) images of positive feelings (positive family 
relationships, feelings of relaxation, and positive images of nature); 2) images of distressed 
moods (feeling abandoned, lonely, having difficulty in relationships, feeling angry, confused, 
or depressed); and 3) existential/spiritual issues (vulnerability, uncertainty, and death).   
Rockwood-Lane and Graham-Pole (1994) discussed the benefits of art with BMT 
patients as they developed a program for it. Though they did not have art therapists meet with 
patients, artists brought patients a selection of materials including an artist journal, oil 
pastels, markers, clay, water-soluble pastels, colored pencils, and pens. The artists met with 
the patients regularly.  They discussed the patients’ artworks, offered them workshops to 
teach techniques, and provided individual assistance. The visiting artists found that art-
making fostered a sense of accomplishment and validation in the BMT patients; improved 
morale; improved cooperation with treatment; reduced barriers between patients, families 
and staff; improved mood; and lessened subjective feelings of loneliness and distress 
(Rockwood-Lane & Graham-Pole, 1994).   
A 2005 follow-up study to Rockwood-Lane’s work was a hermeneutic and 
phenomenological investigation of art and healing and the lived experience of 63 patients, 
families, and healthcare workers over a four year period. The study found overall themes of 
“going into the darkness” (experiencing pain, loneliness, fear, and grief), “going elsewhere” 
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(the process of leaving the pain behind), “making art as a turning point” (becoming immersed 
in the process of art-making), “slipping through the veil” (using the art to reach a part of 
themselves they have not seen before), “feeling the healing energy of love and compassion” 
(through the creative process, feeling it for themselves and others), “surrendering to the 
process and knowing the truth” (knowing what is needed to heal), “embodying spirit” (a 
merging of physical and spiritual), and “experiencing transcendence” (feeling connected to 
something larger than themselves) (Rockwood-Lane, 2005, p. 288).   
The effects of art-making in an outpatient blood and marrow transplant clinic were 
assessed in a study by Lawson et al. (2011). The intervention involved the creation of painted 
tiles called “Tiles of Hope”, administered by occupational therapists. The study found that 
patients felt the intervention was useful for occupying their time and distracting them from 
the medical treatment. Further, it allowed a space for creative self-expression and reflection 
of emotions and experiences, providing a relaxing and enjoyable activity, and an opportunity 
to make meaning. Other themes that arose within patient interviews and within their artwork 
included goals of patients to “inspire, help, or give hope to others”, and themes around giving 
and receiving support, coping with side effects, life outlook, life changes due to BMT, 
spirituality, and barriers (Lawson, 2011, p.407).  Furthermore, the patients in the study 
reported that the tile painting was a meaningful activity that distracted from the pain of their 
treatment (Lawson et al., 2011).   
Lawson et al. conducted another study in 2012 in which they studied the effect of art 
making on cancer-related symptoms of patients receiving BMTs (specifically fatigue, pain, 
anxiety and stress). This study once again used the Tiles of Hope activity, as in their previous 
(2011) study. The symptoms were tested by using salivary cortisol levels (to measure stress), 
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the Therapy-Related Symptom Checklist, and the Speilberger State-Trait Anxiety Index both 
pre- and post-test in a control (wait list) group and a treatment group. Lawson et al. (2012) 
found that there was a significant reduction in fatigue and stress, and some reduction in pain 
after the art-making experience. However, for some of the participants, the anxiety level was 
either not changed or increased. The researchers discussed the fact that many of these 
participants chose to create artwork about their cancer experience and feelings surrounding it, 
and that this expression may have temporarily heightened their awareness of anxiety relating 
to their BMT experience. This study also discussed that many participants reported 
diminished quality of life and feelings of depression, isolation, anger, frustration, and 
lessened hope and self-esteem.  
In 2003, Greece conducted a case study of art therapy with a Vietnam veteran 
undergoing BMT. Art therapy was used to process past traumas and to help the patient cope 
with life in the present moment. Greece utilized the intervention of The Creative Journey 
(Gabriel & Luzzatto, 2000).  Verbal interventions were used when the patient was too weak 
to participate in art-making, although the verbal interventions often focused on 
symbolization. The main treatment goals included establishing a therapeutic relationship, 
introducing art making when appropriate (with an understanding that patients in this 
condition may not always be able), and being open to using the mind through imagery and 
metaphor.  In the course of treatment, issues of family conflict, past traumas, loneliness, 
hope, death, peace and anger surfaced. Greece suggested that processing past traumatic and 
challenging experiences while in isolation for BMT may allow patients to gain perspective 
on their current situation, yet emphasized that the process must be unique for each individual 
(2003).  
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A 2000 study by Gunter looked at the use of art therapy to stabilize defense 
mechanisms in children undergoing BMT. It is possible that some principles may be similar 
among the defense mechanisms and coping strategies of adults and children receiving BMTs. 
The most frequent defense used by children receiving BMTs was denial with fearful, 
depressive, and aggressive emotions.  These children either conformed to what they 
considered “normal” expectations, or they used projection. When children reacted out of 
stress rather than defensively, Gunter observed aggressive behaviors or “temper tantrums”, 
strongly regressive behavior towards caregivers, or depressive withdrawal and refusal to 
cooperate. For all of these cases, Gunter (2000) noted that art-making was a useful, 
therapeutic intervention to put the children at ease.  In particular, the process of art-making 
gave the child a more indirect opportunity to express and confront their experiences with the 
therapist.  This was noted to have been a less overwhelming or threatening experience. 
Gunter encouraged those using art with BMT patients that in order to reduce further anxiety, 
to stress that there are no expectations about the artwork produced and that they do not need 
any skill. The art promoted regression in a contained, productive, and expressive way, 
helping the patients to connect with the outer world while in isolation (Gunter, 2000). Such 
connection can be made by creating an external object, which also offers a venue to project 
fears or conflicts. Finally, artmaking allowed BMT patients to reverse some feelings of 
passive helplessness by feeling active and empowered through the creative process.   
 Adcock completed a thesis on the lived experience of BMT patients utilizing 
nonverbal and verbal forms of expression (2008).  Adcock identified themes through 
interviews and art therapy sessions over the course of two BMT patients’ treatment, which 
included transformation of self, feelings of invasion, anxieties about protective confinement, 
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loss of autonomy and acceptance of dependence. Adcock noted that both participants 
experienced physical and psychosocial symptoms throughout treatment. These BMT 
participants identified art-making as a successful method of non-verbal expression for these 
experiences.  
Art Therapy with Related Populations  
Though the studies listed above are among the few that have looked into the use of art 
therapy with BMT patients, there is a great deal of literature on the use of art therapy with 
medical patients faced with similar psychosocial issues.  Psychosocial issues common to 
medical patients facing severe and life-threatening treatments include:  personal control, 
isolation, mortality, depression, anxiety, loss of roles, helplessness, hopelessness, coping 
with physical limitations, struggles with body image, pain, interpersonal struggles, emotional 
distress, regression, and symptoms of PTSD (David and Illusorio, 1995; Garland et al., 2007; 
Geue et al., 2010; Geue et al., 2012; Heiney and Darr-Hope, 1999; Heiney and Darr-Hope, 
2015;  Nainis et al., 2006; Puig et al., 2006; Wood et al., 2011; Zammit, 2001).   
David and Ilusorio published an article in 1995 discussing the use of art therapy with 
tuberculosis patients being treated in isolation, and the unique challenges and themes this 
presented. These patients, as with BMT patients, often struggle with not only the symptoms 
of their disease, but with psychosocial issues relating to loss of control, anxiety, anger, 
isolation, helplessness, and other emotional struggles. In this study, David and Ilusorio 
illustrated and examined a range of case examples and common themes within the artwork.  
These included feeling disconnected from (and desiring connection with) the outside world, 
themes of anatomy and changes in the body due to illness, deterioration/danger, 
hopelessness, and metaphors for the disease.  They found that participation in art therapy 
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seemed to reduce feelings of anxiety and increase feelings of control in patients, as well as 
increase their tendency towards compliance to treatment.  David and Ilusorio also noted that 
patients experienced the physical isolation process itself (the gloves and mask that all staff 
and visitors wore in particular) to be alienating and stigmatizing.   
Geue et al. (2010) presented a review of art therapy interventions with cancer patients 
which included seventeen studies of various methodologies. The studies concluded that the 
use of art-making enabled cancer patients to more freely express their feelings and cope in a 
more positive and productive way.  The art encouraged personal growth, increased social 
interaction, significantly decreased anxiety (in six of the quantitative studies), and 
significantly decreased depression (in five of the quantitative studies). One study cited by 
Geue et al. (Grulke et al., 2006) found that art therapy reduced feelings of hopelessness and 
fatalism. Three additional studies found that quality of life (especially within the realm of 
social functioning) improved with the use of art therapy (Grulke et al., 2006; Monti et al., 
2006; Svensk et al., 2009).   
One such study explored the use of art therapy to relieve symptoms related to cancer 
(Nanis et al., 2006, as cited in Geue et al., 2010). The art process was discussed as “healing 
and life enhancing” (p. 685), and something that might not only reduce symptoms, but also 
increase patients’ positive coping skills, self-esteem, and sense of control.  After an hour 
long, patient-directed individual art therapy session, there was a reduction in reported pain, 
distress, tiredness, nausea, depression, anxiety, drowsiness, self-consciousness, and an 
increased sense of calm, joy, and contentment.   
Heiney and Darr-Hope (1999, 2015) discussed the implementation of a six-session art 
therapy support program for cancer patients. The focus of this program was to provide the 
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patients a means for self-discovery through creative expression, nurture a sense of 
community among those fighting cancer, create opportunities for emotional healing, and find 
meaning in their cancer experience. Heiney and Darr-Hope (1999, 2015) also stressed the 
importance of instilling hope and allowing the patients to regain a sense of personal control. 
To accomplish these goals, the program encouraged patients to tell their cancer stories 
through art making, and to create a unique personal “healing icon” to serve as a visual 
metaphor for their experiences. Common themes included the use of nature to represent 
growth and healing, issues around grieving losses and making difficult decisions, struggles 
with body image, and feelings of powerlessness. Many of the patients reported at the end of 
the program that they felt less isolated and were able to gain new perspectives on their 
experiences through the art therapy program. Patients reported valuing the group support, the 
ability to create the image, and to freely share their story. 
Forzoni et al. (2010) examined the effects of art therapy on perceived helpfulness of 
patients receiving outpatient cancer treatments. These patients received between 1 and 10 
sessions, which began with a structured, collage task during the first session, but then became 
largely individualized and patient-directed for the remainder of the sessions. At the end of 
their treatment, 54 patients were interviewed about their perceptions of the experience and its 
helpfulness.  Three of the participating patients reported that they did not feel that it was 
helpful; although it is worth noting that these patients only had one session, and reported 
either feeling disconnected from the collage images chosen or feeling like it was only a 
distraction. The remaining 51 patients reported that it was helpful. Their qualitative responses 
expressed that art therapy induced a more positive psychological state, allowed for them to 
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develop a self-narrative, and allowed the development of meaning in their cancer experience 
and the expression of emotions relating to it.   
The use of art therapy to enhance spiritual, emotional, and psychological well-being 
and expression with newly diagnosed stage I and II breast cancer patients was studied by 
Puig et al. in 2006. They noted that adjustment disorders, depression, anxiety, guilt, fear, 
existential issues and emotional repression are all common in patients struggling to cope with 
a diagnosis of cancer.  The use of creative expression may be an effective way to alleviate 
some of these struggles. Puig et al.’s intervention was a four-session long humanistic and 
positive psychology based intervention, which included semi-structured elements. Patients 
were encouraged to guide the sessions to some degree, but to focus on identifying their 
strengths that could be brought forth and fortified to aid in the healing process.  There was a 
progression of themes between sessions from making meaning of the cancer diagnosis, to 
finding a holistic approach to health and healing, to increasing emotional and body-
awareness and connection, to a playful verbal and nonverbal closure. There was also a guided 
meditation in each session, and patients were given a choice of art materials for free 
expression (Puig et al., 2006). The study found significant decreases in the areas of tension-
anxiety, depression-dejection, and anger-hostility as measured by the Profile of Mood States 
(McNair et al., 1971).  In exit interviews patients reported that the most important benefits of 
the art therapy experiences were increased awareness of self, the ability to connect with and 
express emotions, the discovery of old issues that needed attention, allowing time for self-
care, experiencing reduced hopelessness, and the ability to identify coping tools.   
 Garland et al. (2007) compared the use of Mindfulness-Based Stress Reduction 
(MBSR) with a healing arts program in the facilitation of post-traumatic growth in cancer 
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patients. Pre- and post-test post-traumatic growth was measured for patients after either an 
eight -week MBSR program or a six -week healing arts program.  The healing arts program 
consisted of a combination of art-making, creative writing, and dance-movement. The weeks 
were broken into three main themes: “who am I?” or the patient’s journey leading up to 
treatment, “how am I?” or their current situation and emotions, and “how can I heal?” or a 
process of moving forward and gathering resources (Garland et al., 2007). Both programs 
found a significant increase in post-traumatic growth and decrease in negative symptoms, but 
those in the MBSR program showed slightly greater increase in spirituality, and a greater 
reduction in anxiety, anger and overall stress. It is noted that the results may be due to the 
shorter duration of the healing arts program and due to the nature of MBSR, which has a 
strong focus on meditation and utilizes a cognitive behavioral treatment--based approach.  
Zammit (2001) wrote a case study of a patient diagnosed with multiple myeloma (a 
cancer of the bone marrow and blood) who underwent art therapy during and after 
chemotherapy.  The patient produced 43 images. Themes arose of the body (40 out of 43); 
the destructive and nurturing parts of her feminine nature; images of animals (specifically 
snakes, birds, and butterflies); archetypes of the mother, hero, and wounded healer; 
expressions of painful emotions; explorations of cancer; and spirituality/existential struggles. 
In this case, Zammit found that the art-making was helpful by assisting  the patient to access, 
become aware of, and accept her unconscious material; to express a full range of experiences 
and emotions; to aid her in achieving balance; and to transform troubling emotional states 
into opportunities for growth.   
This idea of transformation was a theme in an article published by Fenton (2011), in 
which she reflected on the use of art therapy with patients in palliative care. She focused on 
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using art to help the patients reconnect with their creative selves and to find wholeness, to 
leave a tangible legacy that can be shared with their loved ones, to help lift their spirits, and 
to offer a source of strength and emotional support. The program consisted of an ongoing art 
therapy support group that would begin with a guided relaxation exercise followed by free-
choice art making. Fenton noted that watercolor paints were often the material of choice for 
group members.  Themes that arose in the groups included the importance of gaining a sense 
of control and maintaining some defenses, the importance of peer support in reducing 
feelings of isolation and hopelessness, and the development of meaning through visual 
metaphors.  Through feedback from group participants over time, Fenton found that studio-
based approaches offering a variety of art mediums were considered most helpful in aiding a 
patient’s self-expression, relaxation and support.  A recommendation was made to 
incorporate exhibitions or sharing of patient artwork as much as possible to aid in connection 
and a sense of legacy. 
Art therapy was used as an approach to resolve issues relating to trauma and to foster 
hope with patients on a burn unit (Appleton, 2011). Appleton described four major stages of 
trauma that could be applied to those hospitalized for severe medical crises. These are: the 
impact stage (where the focus must be on creating continuity and dealing with shock), the 
retreat stage (where the focus must be on building a therapeutic alliance and working through 
defenses and resistance), the acknowledgement stage (where the focus must be on 
overcoming isolation or social stigma, mourning losses, and surveying resources), and the 
reconstruction stage (focused on finding meaning, developing control and mastery, and 
looking to the future).  Appleton also noted that, beyond these stages, many of the patients 
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throughout treatment expressed a desire to be generative and to pass on their experiences to 
others so that they “might suffer less” (Appleton, 2011, p.13).  
In a qualitative study, Lipson (2011) explored the range of ways creativity has been 
used to address psychosocial concerns and to improve quality of life for oncology patients. 
He found that patients would adapt a variety of different creative outlets to serve the 
purposes of creating something meaningful, to engage in self-expression, to develop a 
legacy, to exercise, to address relationships, and to give back. 
In 2012 Geue et al. examined the processes for recruitment of art therapy participants 
in psycho-oncology, as well as the frequent gender differences to assist in determining the 
reason why many more women appear to utilize art therapy in this setting than men. The 
study found that the most successful method of recruiting participants was through 
personalized letters, followed by direct referral from a provider. Still, more females 
responded than males; however it was  important to note that on scores of overall quality of 
life and distress, female participants appeared to show more psychosocial distress which may 
begin to point towards this difference. The study found no significant difference in the 
genders with regard to response to the intervention; however, female participants did appear 
to have greater reductions of anxiety. Geue et al. (2012) recommend further research in these 
gender differences, with larger sample sizes. 
Geue et al. conducted another study in 2013 regarding the effects of an art-making 
activity with oncology patients during ambulant aftercare (6 months after treatment) for a 
period of six months in a randomized controlled trial. It is important to note in this study that 
the treatment interventions were conducted by artists with “psycho-oncological” training 
rather than educated, credentialed art psychotherapists. Geue et al. noted a high number of 
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confounding factors to the study, but altogether were not able to prove a significant 
improvement in patient’s coping styles, anxiety, or depression. 
         A case study conducted by Furman in 2011 looked at the use of art therapy to address 
themes around illness and the end of life with a terminally ill oncology patient. Though this 
case study patient did not undergo a BMT, his expression of themes surrounded around 
feelings of isolation, loss of control, physical pain and discomfort, helplessness, and a search 
for meaning. Furman found that in the case of her patient, he was able to work through some 
of his feelings surrounding his disease, life, and death, and form a more stable sense of 
meaning in it which allowed him to feel validated and to leave a legacy. 
Creative Arts Therapies with Oncology 
         Puetz et al. (2013) conducted a systematic review to determine the effect of the 
creative arts therapies (CATs) across disciplines, on quality of life in oncology patients 
during both treatment and follow up.  The specific areas of quality of life that were addressed 
were anxiety, depression, pain, fatigue, and overall QOL scores.  Across twenty-seven 
studies, Puetz et al. found that anxiety, depression, and pain scores were reduced for 
oncology patients through exposure to CATs. Quality of life improved as well, though these 
results were less significant in follow-up studies. There was also little significant reduction in 
fatigue, though this may be related to the nature of interventions. 
         In 2015 Quinlan conducted a study on the use of a variety of creative arts 
interventions with cancer survivors to improve issues around quality of life such as fatigue, 
psychological distress, and reduced physical functioning. It is important to note that these 
interventions were utilized with community artists and musicians, and did not include 
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consultation with educated, credentialed creative arts therapists. The interventions included 
mask-making, voice activation, and drumming. Quinlan found that through these 
interventions, group engagement, discussion, and self-inquiry, themes of social cohesion and 
“new self-identities” emerged.  Quinlan also noted the care with which facilitators took to 
ensure participants experienced safety within the group for such exploration through their 
“Careful planning and skillful, attentive facilitation, and that patients did not make 
assumptions about one another that would end up becoming hurtful or discouraging to the 
group process (Quinlan, 2015). Quinlan emphasized that through this facilitation, patients be 
encouraged to view their own cancer experiences as unique, while acknowledging that all 
patients had the shared experience of illness itself.  
Alternative Therapies and Oncology 
         Zhang et al. (2015) conducted a meta-analysis of the effects of mindfulness-based 
therapy for addressing psychosocial symptomatology in cancer patients. Of the seven studies 
included in this meta-analysis, more than half of them included an art therapy component in 
combination with mindfulness-based stress reduction, or were conducted by educated art-
therapists. Across studies, mindfulness-based therapies were found to significantly reduce 
anxiety and depression, however these effects appeared to diminish after 12 weeks.  It was 
posited that this may be a result of limited research and follow-up studies. 
 Mayden (2012) presented an overview of the mind-body therapies, evidence towards 
their use in oncology practice, and the implications of this for oncology practitioners. 
Mayden recommended that Complementary and Alternative Medicines (CAMs) can provide 
effective support for patients who are experiencing symptoms of depressions, anxiety, fear, 
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pain, fatigue, and decreased QOL. Across all disciplines, Mayden found some evidence of 
efficacy, but cautioned advanced practitioners to ensure any incorporation of mind-body 
therapies is done in an ethically responsible and competent way.  
 A case was made for the integration of multiple modalities by Ettun et al. (2014). In 
their review, Ettun et al. discussed the potentials in utilizing arts, music, and writing 
throughout chaplaincy work with oncology patients. They discussed the deep connection 
between a patient’s sense of spirituality, and his or her creativity.  Themes revolved around 
“becoming a creator”, the spiritual and lived experience of being a patient and passive, 
“reassembling the pieces”, the healing nature of the arts and its enlivening qualities, being 
patient-centered and flexible, and “not-art therapy”, but rather set apart by being a unique 
approach to spiritual expression (Ettun et al., 2014, p. 2-4).  
	 Across the literature, there are many complex psychosocial concerns that have been 
identified which affect patients receiving BMT.   The most often cited symptoms and 
concerns include the toxic and traumatic nature of physical symptomatology, feelings of 
isolation, alienation and social withdrawal, feelings of helplessness and the loss of control or 
autonomy, and difficulties relating to changing roles within interpersonal relationships 
(Adcock, 2008; Blood Weekly, 2002; Broers et al., 2000; Cohen et al., 2001; Decker, 1995; 
Fife et al., 2000; Gabriel et al., 2001;  Gammon, 1999; Greece, 2003; Gunter, 2000; Johnson 
et al., 2001; Lawson et al., 2012; Perry, 2008; Thain and Gibbon, 1996; Widows et al., 2000; 
Widows et al., 2005).  Depression, anxiety, fatigue, sexual dysfunction, anger, and emotional 
distress have also been cited as major concerns for BMT patients as they undergo treatment 
(Adcock, 2008; Blood Weekly, 2002; Broers et al., 2000; Fife et al., 2000; Gammon, 1999; 
Gunter, 2000; Johnson et al., 2001; Lawson et al., 2012; Neitzert et al., 1998; Perry, 2008; 
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Widows et. al, 2000; Widows et. al, 2005). Further, some studies have noted the tendency for 
BMT patients to experience decreased self-esteem, poor body image, diminished or avoidant 
coping skills, and an increase in passive, regressive, and dependent behavior and thought 
patterns (Adcock, 2008; Aeschelmann et al., 1992; Cohen et al., 2001; Decker, 1995; Gabriel 
et al., 2001; Gammon, 1999; Gunter, 2000; Perry, 2008; Widows et. al, 2000; Widows et. al, 
2005).  
 Limited research is available on the use of art-making or art therapy with BMT 
patients, but has consistently focused on the use of art to empower, increase autonomy, build 
meaning and process experiences, increase positive feelings, offer a means of connection, 
communication, expression of distressing and complex feelings, and to find hope. (Decker, 
1995; Gabriel et al., 2001; Greece, 2003; Gunter, 2000; Johnson et al., 2001; Lawson et al., 
2011; Lawson et al., 2012; Perry, 2008; Rockwood-Lane and Graham-Pole, 1994; 
Rockwood-Lane and Graham-Pole, 2005). In addition, several studies have found that the 
use of art decreased levels of stress, fatigue, pain, and emotional distress (Gabriel et al., 
2001; Lawson et al., 2011; Rockwood-Lane and Graham-Pole, 1994; Rockwood-Lane and 
Graham-Pole, 2005). There is further research to support the use and benefits of art therapy 
with patients who are struggling with similar psychosocial symptoms (David and Illusorio, 
1995; Garland et al., 2007; Geue et al., 2010; Geue et al., 2012; Heiney and Darr-Hope, 
1999; Heiney and Darr-Hope, 2015;  Nainis et al., 2006; Puig et al., 2006; Wood et al., 2011; 
Zammit, 2001).   
The following chapter will take a closer look at the results of current research, and the 
implications for practice with BMT patients.  
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CHAPTER III: DISCUSSION 
 Art therapists hoping to engage BMT patients into a therapeutic process face a 
daunting task; the patients they are assisting are in the midst of a physically and 
psychologically traumatic period in their lives, often experiencing significant physical pain 
and fatigue, and battling a mixture of anxiety, fear, anger, or depression (Adcock, 2008; 
Blood Weekly, 2002; Broers et al., 2000; Fife et al., 2000; Gammon, 1999; Gunter, 2000; 
Johnson et al., 2001; Lawson et al., 2012; Neitzert et al., 1998). As previously discussed, 
BMT patients may fluctuate between gratitude for a “final chance” to fear that the procedure 
will fail (Perry, 2008; Thain and Gibbon, 1996). They often struggle with the role of 
“patient” and the position of helplessness, dependency, and isolation it can create (Adcock, 
2008; Aeschelmann et al., 1992; Cohen et al., 2001; Gammon, 1999; Greece, 2003; Gunter, 
2000; Lawson et al., 2012; Perry, 2008; Thain and Gibbon, 1996). The complex nature of 
protective isolation requires the therapist and other caregivers to wear gloves, a mask, and 
isolation gowns throughout the process of treatment. Yet it is in these moments that the 
therapeutic relationship and the introduction of art can have the greatest impact. In this 
chapter, I will look closely at the literature discussed in chapter two and current theories in 
the field of art therapy to gain insight into approaches and interventions which may be most 
helpful for patients receiving bone marrow transplants.  
 The decision to pursue this capstone came to me through a number of life 
experiences. Admittedly, I at first toyed with other research-based ideas, which proved to be 
too arduous and required too large of sample size to be practical at the master’s level. As I 
searched for direction, it came in part from my own brief and less severe experience with a 
health scare that required intensive treatment and some level of isolation (though not as 
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extreme as that experienced by BMT patients). This experience showed me how significantly 
changes in the body, and physical isolation, can affect the mind and emotional state – and 
also the healing potential of art, from my own experience.  I then came to hold an internship 
with the Bone Marrow Transplant Unit at Jefferson University Hospital in Philadelphia. I 
found myself quite naturally seeking out the research questions of this capstone – in part due 
to a need to prove the validity and worth of art therapy to the medical professionals on the 
unit as I attended rounds with them, and in part as I searched for the best practices and 
interventions to utilize with my patients. The questions I sought, as previously mentioned, 
were “Can art therapy benefit adult patients experiencing medical isolation during BMT 
treatments?”  If so, “Can a review of the literature provide a direction by which these benefits 
may be proven through continued research and clinical practice?” 
 In part, I witnessed what worked with my patients on the BMTU. I then conducted 
exhaustive searched of the literature relating to “Bone Marrow Transplantation”, 
“symptoms”, “psychosocial symptoms”, “posttreatment symptoms” and related terms. I 
searched for all studies that included the terms “Art”, “Art Therapy”, “Art Psychotherapy”, 
or “Creative arts Therapy” and BMT patients. I then searched medical art therapy literature 
for studies specifically addressing the symptoms and psychosocial concerns noted in the 
BMT literature. Finally, I reviewed the cited references of the studies I collected to determine 
if there were further studies or terms I may have missed in my initial searches.  I evaluated 
each study on factors such as population (adult, BMT or medical, level of diversity), sample 
size, research methods used, interventions used, use of art therapy v. art-making 
interventions, and theoretical framework (if any). I also viewed each from a clinical lens, as 
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to how they might inform work with the BMT population, whether it provided information 
about physical experiences, psychosocial symptoms, treatment outcomes, or approaches.  
Recommendations for Clinical Practice  
Four studies discussed specifically utilized art therapy with BMT patients (Adcock, 
2008; Gabriel et al., 2001; Greece, 2003; Gunter, 2000).  The common themes noted in 
patient artwork and discussion of the art included isolation, connection, depression, anger, 
self-esteem, hope, loss of autonomy, empowerment, and transformation (Adcock, 2008; 
Gabriel et al., 2001; Greece, 2003; Gunter, 2000).  There were four additional studies which 
utilized trained artists or occupational therapists to facilitate art-making with BMT patients 
(Lawson et al., 2011; Lawson et al., 2012; Rockwood-Lane & Graham-Pole, 1994; 
Rockwood-Lane, 2005). Though these studies focused less on the therapeutic relationship or 
therapeutic nature of the art, similar themes arose from patient reports of each intervention. 
Specifically, the BMT patients reported experiencing feelings of accomplishment, 
connection, loneliness, isolation, anger, expression of distressing moods, self-discovery, 
transformation, hope, and relieving stress, fatigue, and pain across these studies (Lawson et 
al., 2011; Lawson et al., 2012; Rockwood-Lane & Graham-Pole, 1994; Rockwood-Lane, 
2005).  Further, patients in one study (Lawson et al., 2011) identified their own common goal 
of “inspiring, helping, or giving hope to others” throughout their art-making groups. This is 
similar to “installation of hope”; a therapeutic factor often seen as an important part of group 
psychotherapy processes (Waller, 1993; Yalom, 1962).  
Two art therapy studies utilized the “Creative Journey” intervention developed by 
Gabriel and Luzzato (2000).  This is a structured series of ten projects which come in a 
booklet, along with a range of two-dimensional materials. Using unstructured interventions 
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or “free drawings” with oncology patients were considered “too threatening” (Gabriel & 
Luzzatto, 2001, p.115). The opportunity to create ten diverse but structured drawings offered 
patients a feeling of both safety and exploration.  Some of the specific goals of these 
drawings include encouraging playfulness and trusting the process, self-expression, meaning-
making, transformation, the ability to create order from chaos, integration of positive and 
negative, and to make visual personal experiences.   
This approach was also used by Greece (2003) with a focus on maintaining flexibility 
and being guided by the needs of the individual patient. Greece added three guidelines to be 
used when working with BMT patients:  1) establishment of a therapeutic relationship, 2) 
introducing art making with intention and when appropriate, and 3) utilizing mental imagery 
and metaphors when the patient is too weak to create art (Greece, 2003, p. 231). These points 
were addressed by Adcock (2008), who stressed the importance of the therapeutic 
relationship, the use of mental imagery and art when appropriate, and utilizing tasks which 
incorporated structure. 
Though it was not an art therapy intervention, the “Tiles of Hope” activity employed  
in two art-making studies (Lawson et al., 2011; 2012) used a structure which appeared to 
have a significant impact on BMT patients. Occupational therapists gave BMT patients tiles 
to paint individually and on their own. The tiles were then glazed and hung in the lobby and 
waiting area of the cancer center. Despite their physical isolation, this shared activity allowed 
patients to feel a sense of camaraderie and connection. Participating patients felt that they 
were able to support others and receive support by sharing their tiles and having them 
displayed (Lawson, 2011).  
 
 
31 
A related intervention was used by Nainis (2005) with an oncology care team. Nainis 
used a “quilt” format with nurses, doctors, therapists, social workers, and other medical 
personnel working on an oncology unit.  The purpose was to engage the staff in self-care, 
reduce burnout, build a sense of morale on the unit, and improve caring relationships with 
patients. The care team painted canvas rectangles which were then sewn together to create a 
hand-painted quilt that was then placed on display in the unit.  
Theory-based Applications for Art Therapy with BMT 
Appleton (2001) developed a theory for trauma intervention and assessment in art 
therapy, based on the work of Lee (1970) regarding individuals’ reactions to traumatic and 
stressful experiences. Appleton’s and Lee’s theories were based in part on developmental and 
stage theory.  Many BMT patients experience their disease and treatment process as a 
traumatic and highly stressful experience (Adcock, 2008; Blood Weekly, 2002;  Broers et al., 
2000; Cohen et al., 2001; Decker, 1995; Fife et al., 2000; Gabriel et al., 2001; Gammon, 
1999; Greece, 2003; Gunter, 2000; Johnson et al., 2001; Lawson et al., 2012; Perry, 2008; 
Thain & Gibbon, 1996; Widows et. al, 2000; Widows et. al, 2005).  During the first stage 
patients are struggling with impact, shock, and denial of their illness and the impending 
process of what treatment may entail. In this stage the recommended focus of art therapy is 
on creating continuity and telling their story with structured media.  In the second stage, 
patients face regression, dependency, withdrawal, and resistance. In response, the art 
therapist is to create space for a more explorative use of media and imaginative, abstract 
imagery. In the third stage, the patient encounters grief, isolation, and sadness.  It is the art 
therapist’s task to help BMT patients as they begin to process existential questions, evaluate 
their resources, and build the therapeutic relationship. In the final stage the patient begins to 
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make meaning of their experience. The art therapist can assist them with symbolic 
exploration, to develop a sense of mastery, and to observe Gestalts (Appleton, 2011). 
A neuro-developmental framework known as the Expressive Therapies Continuum 
(ETC) has been used by art therapists when evaluating appropriate materials for interventions 
(Hinz, 2009; Lusebrink, 1978).  Levels and components of the ETC range from lower to 
higher order brain functioning.  The kinesthetic/sensory level engages the lower brain and is 
seen in early development.   Individuals can access this level when they are focused on their 
physiology and senses. At this stage patients may get ‘lost’ in the feel of materials or the 
energy produced by a scribble. The next level includes the affective/perceptual components, 
which engages the limbic system.  Patients are focused on emotions, experiences, and 
drawing their stories.  The third level considers the highest function of the brain: cognitive 
and symbolic processing, integration of experiences, and meaning-making. According to 
Hinz (2009), art materials could be utilized therapeutically to elicit healing experiences along 
this continuum. For instance, manipulating clay or mixing paint to observe the changing 
colors could be powerful sensory and kinesthetic experiences which may allow a sense of 
healing for the individual, and would offer the opportunity for further development as a form 
emerges. The creation of a self-symbol or a collage of meaningful images with a variety of 
materials are symbolic interventions which offer the opportunity for healing through greater 
self-discovery and integration. According to Lusebrink (1978), a goal for art therapists is to 
help patients reach a “creative synthesis” by proceeding through higher-levels of the 
continuum to allow for integration their challenging experiences and the redefining of self.  
Malchiodi (1999) discussed the use of art therapy with medical patients, with a focus 
on patients’ feelings of loss of control over their own bodies and their sense of time while 
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hospitalized. She recommends that art therapy in the hospital setting can be integral for 
patients in regaining a sense of personal power and autonomy.  Malchiodi also discussed the 
negative effects of hospitalization on body image, mood, isolation, and post-traumatic stress 
symptoms.  Advantages she has found for including art therapy into a medical patient’s 
treatment include reduction of physical symptoms,  reduction of stress, sense of mastery, a 
sense of transformation, the opportunity to connect and share experiences with other patients, 
and the opportunity to develop creative solutions for personal struggles. 
 An art therapist specializing in medical art therapy with adults recommends that 
patients are given choices (Lori Tiberi, personal contact, May 13, 2013). As patients may be 
struggling with feelings of helplessness, lack of control, and coming to terms with life 
changes, the opportunity to make small decisions can be significant and therapeutic. Tiberi 
stresses the importance of meeting patients where they are, and catering or adapting materials 
to their particular level of physical functioning. Tiberi recommends using Model MagicⓇ in 
place of traditional clay for those who may be in bed, unable to do as much manipulation, or 
get as messy.  Tiberi also recommends encouraging patients with limited motor skills that art 
therapy is about the process rather than the product, and artistic skills are not required.  
Although those who receive a bone marrow transplant may not be terminally ill, they 
are experiencing a threat to their life by a potentially life threatening disease and there is the 
associated stress factor. The work of Elisabeth Kubler-Ross in On Death and Dying (1969) 
brings awareness towards the therapeutic relationship; particularly when patients are 
uncertain whether they will survive the procedure or are questioning existential issues.  
Kubler-Ross (1969) stressed that for patients who are faced with such uncertainty, the 
therapeutic relationship is the most important factor to feel that they can talk and be heard 
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without fear.  In particular, Kubler-Ross recommended that the therapist have a handle on 
their own feelings around life and death, so that they are able to talk openly and empathically 
about those things with the patient.  
The findings from the literature and personal communication with an art therapist 
working with medical patients suggest that an art therapist’s goals in approaching work with 
this population  should not only be to help in coping with physical symptoms, but to address 
the effects  of isolation, disconnection, helplessness, or emotional distress. A distinct focus 
must be placed on building a sense of connection, both within the therapeutic relationship 
and within the patient’s support network (Cohen et al., 2001; Collins et al., 1989; Decker, 
1995; Gammon, 1999; Gunter, 2000; Lawson et al., 2011; Thain and Gibbon, 1996). Art 
therapists are advised to focus on the use of the art to help BMT patients feel empowered, 
communicate and work through their complicated emotions and existential concerns, find 
hope, and improve their sense of personal control (Adcock, 2008; Blood Weekly, 2002; 
Broers et al., 2000; Decker, 1995; Fife et al., 2000;  Gabriel et al., 2001; Greece, 2003; 
Gunter, 2000; Johnson et al., 2001; Lawson et al., 2011; Lawson et al., 2012; Neitzert et al., 
1998; Perry, 2008; Rockwood-Lane & Graham-Pole, 2005; Thain & Gibbon, 1996; Widows 
et. al, 2000; Widows et al., 2005).  The art therapist must have flexibility, and approach the 
patient’s physical and emotional state and abilities with a keen awareness in order to 
effectively empathize (Greece; 2003; Kubler-Ross, 1969;  L. Tiberi, personal 
communication, May 13, 2013). The art therapist must be able to have conversations as well 
about the existential crises that the BMT patient faces, and to explore these challenging 
places (Adcock, 2008; Gabriel et al., 2001; Greece, 2003; Gunter, 2000; Johnson et al. 2001; 
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Kubler-Ross, 1969; Lawson et al., 2011; Lawson et al., 2012; Rockwood-Lane & Graham-
Pole, 1994; Rockwood-Lane & Graham-Pole, 2005). 
Informed by the work of Appleton (2001) , Hinz (2009), and Lusebrink (1978), the 
art therapist ought to  be cognizant of the patient at all times, and meet them where they are 
in an effort to continually move the therapeutic process forward. This requires being mindful 
not to push the process of meaning-making and symbolic/cognitive processing when the 
patient is still struggling with retreat and denial, or their sensory or affective experiences 
(Appleton, 2001; Greece, 2003; Hinz, 2009; Lusebrink, 1978). The art therapist can 
encourage patients who are in shock or who are withdrawn to experiment with the sensory 
and tactile nature of art - squeezing clay or mixing colors. When the BMT patient is ready, 
they may be encouraged to share their story and discuss their experience as they begin to 
make meaning.  
Literature-Informed Art Therapy Methods for BMT 
Given the current literature, several specific recommendations can be made for 
interventions. As the art therapist approaches the BMT patient for the first time, it is 
recommended that they offer the patient the opportunity to engage in the therapeutic 
relationship on their own terms (Greece, 2003). For instance, encourage the patient to direct 
the sessions, choose to use art materials however they would like and when, and choose 
whether or not to talk in the session. Inform the patient that it is not about the “final product” 
and that they do not need prior artistic skills or expertise, or even a steady hand to make art 
of their own.  
The art therapist is recommended to provide patients with an array of art materials 
including Model MagicⓇ for easability, glue, scissors, watercolors, oil pastels; and white 
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and colorful paper, pencils, and markers to provide structure. Due to weakened immune 
systems and the risk of infection and cross-contamination, these materials must be new, 
sterile, and/or able to be sterilized prior to the patient's’ use. For further precaution, the 
materials will remain with them in their rooms for the remainder of their time in the hospital. 
They can request more materials from the art therapist as needed. Patients can be encouraged 
to experiment with the materials outside of sessions as well, if they feel comfortable and 
would like.  
When the BMT patient is in the kinesthetic/sensory stage, or experiencing regression, 
withdrawal, denial, or grief, the art therapist may demonstrate and encourage the use of 
Model MagicⓇ as the nature of this brand of clay is the airiness, light-weight quality, low 
odor and it can be permanent when left in the air, or can be reused by sealing it in a ZiplocⓇ 
bag.  Over time, as the patient begins to explore their physiological experience through the 
manipulation of clay, and becomes more aware processing it with the art therapist. The BMT 
patient may notice a form emerging in the clay. As the form develops, the patient begins to 
experience not only a sense of increasing awareness, control, and mastery, but they may 
begin to build symbolic connection and make meaning with the art therapist. Model MagicⓇ 
is a clean, pre-packaged material which is safe for those in isolation and is relatively easy to 
manipulate for patients who are feeling physically weak.  It has the benefits of tapping into a 
kinesthetic/sensory mode while being non-threatening, and somewhat controlled. If inclined, 
the patient and art therapist can also experience mixing two colors of clay together, or adding 
color to white clay with markers, then kneading it until blended. 
Much like Gabriel and Luzzato’s Creative Journey (2001), structured drawing tasks 
may also be helpful in order to offer patients a sense of safety and containment while they 
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begin to explore their psychosocial concerns related to their disease and healing.  Some of 
these can be as simple as a scribble drawing, colors and shapes, a mandala, a still life with 
transformation, or a blind drawing.  A blind drawing is an image that is created while the 
patient isn’t looking at the drawing, often keeping the marker or pencil on the paper as the 
look at point in the room. This particular intervention can remove some of the pressure to 
create a skilled piece and can also enable a sense of play.  The art therapist may choose to use 
a structured directive geared towards their immediate experience, such as asking a patient 
experiencing pain to draw what they are feeling.  
 There are times, as Greece (2003) suggested, when BMT patients may not feel 
physically well enough to create art. In those times it is the art therapist’s task to assist the 
patient in using imagery and metaphor as they discuss the patient’s experience. The art 
therapist can help the patient create a metaphor for their feeling state. Through active 
imagination they can play out the process of healing.   
Group Quilt: A Recommended Art Therapy Method 
Tiles of Hope (Lawson et al., 2011; 2012) involved the use of an art-making intervention in a 
BMT clinic. The intervention provided patients with the opportunity to create painted ceramic tiles 
expressing their experience with illness and healing, which would be displayed if they chose (2011, 
2012).  Nainis engaged the professional caretakers in a quilt-making technique to help reduce 
burnout (2006).  I propose a quilt making art therapy method for patients receiving bone 
marrow transplants while in the hospital.  Having these patients engage in a quilt making 
technique may provide the patients with creative self-expression, an outlet for difficult 
emotions around their experiences, an opportunity to reflect and begin to make meaning of 
these experiences. It may also provide them with the space to both give and receive support 
and hope. In addition, patients may experience diminished symptoms through the nature of 
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the art-making process.   They may also experience a shared collective experience reaching 
out to others and in helping others on their unit. 
I recommend starting with 8”x8” canvas squares, water-soluble pastels, glue, 
multicolored paper, markers, and pencils. Double-sided, coated canvas is chosen for the quilt 
squares, as it can be sanitized utilizing antibacterial wipes if needed and because it is cost-
effective for the hospital funding. Canvas is also beneficial as it has a perceived 
“professional” quality to it that can allow patients to feel increased self-esteem, as the quality 
materials imbue the patients with perception of the importance of their experience.  Due to 
the nature of the physical symptoms many BMT patients experience such as nausea and 
fatigue, it is important to incorporate materials that are easily controlled and easy to 
manipulate to reduce frustration or regression. Due to the patients’ diminished immunities, it 
is critical to provide materials that are clean, can be easily sanitized prior to being brought to 
the patient, or are new. Water-soluble pastels or a similar media, allows for an individual to 
determine their level of exploration within the structure of the medium. They may use the 
pastels as they are, they may occasionally dip them in water and watch the effect, or they 
may fully experience the sensory process of mixing the colors, letting them blur and 
combine.  
This quilt intervention is focused on enabling BMT patients in isolation to reach 
beyond the limits of their confined rooms and to communicate in a meaningful way with one 
another. It may also allow them to experience the enlivening quality, self-esteem 
enhancement, and sense of the ability to express their difficult experiences through a 
nonverbal, tangible external object that are benefits of art therapy (Wadeson, 2010).  During 
the first session, the art therapist would introduce the quilt method in the following manner: 
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“The patients on this unit have been invited to create a canvas quilt to display in the hallway 
here. The quilt is about each person’s unique experience, and what they would like to share 
with others who might be going through this experience now or in the future.  If you are 
interested, your square will be added to the quilt which will be seen by other patients, staff, 
and families.”   The patient may choose to do this on their own or in the presence of the art 
therapist.  If done in the context of an art therapy session, the art therapist may instruct the 
patient that they can choose any of the available materials, and draw or write whatever they 
would like. 
 The goals of this art therapy method are to offer a way to communicate with one 
another, to share their stories and experiences, and to feel that they are not alone as they 
observe the growing quilt and see the other participants’ ambitions. In the process of creating 
a square for this purpose, the patient may begin the process of thinking about their journey of 
healing as something that can give hope and that can provide meaning.  It may also offer the 
opportunity for patients to reconnect and reintegrate the parts of themselves that they left 
behind outside of the hospital (i.e., mother, gardener, traveler, writer, etc.). Patients will be 
able to see the growing quilt each day as they participate in their physical therapy, which 
involves each patient individually being gowned and masked, and taken to walk up and down 
the hallway on the unit with the staff physical therapist.  
Yalom (1962) and Waller (1993) have noted therapeutic factors of group 
psychotherapy and of art therapy groups, respectively.  These include the giving and sharing 
of information, instillation of hope, the opportunity for patients to help one other, catharsis, 
feedback, and interpersonal learning. Despite the BMT patient’s isolation, this intervention 
allows them access to these therapeutic factors. As they share their experiences and witness 
 40 
 
the images of others, they are able to recognize they are not alone. The sharing of a 
meaningful piece of art may bring about a sense of catharsis, and the sense of comradery. In 
addition, they may learn from others, and experience hope as they see that there have been 
others who have healed, gotten to the “other side” of the experience, and are able to again 
feel connected to others.  
Finally, during my time interning on a BMT unit I witnessed feedback occur between 
isolated patients through art.  In this instance, one patient created a painting that was 
displayed, and a short time later another patient who had seen their peer’s piece made a 
“response” painting. This was a powerful exchange.  The patients were unable to support one 
another face to face, so the therapist and the art became the bridge that enabled them to 
communicate through their unique pieces. Through the therapeutic relationship, the ensuing 
artwork, and the mirroring between them, patients were able to gain a sense of their shared 
experiences.  They received feedback both from the therapist and indirectly from others’ art, 
and found both catharsis and hope in the process.  
Though initially patients may be too tired or symptomatic to be able to create art with 
the art therapist during sessions, as the process continues, they may become more energized 
and begin to experience the benefits of the creative process. If someone is too physically 
weak to complete the project independently, the art therapist may aid them in visualizing and 
discussing the imagery and metaphors they wished to use to relate to their experiences.  In 
my clinical experience with adults in this population, the BMT patients were each able to 
find their own unique, creative ways of communicating to me and to one another who they 
were and how they could heal no matter what physical symptoms they were experiencing. 
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There seemed to be a common drive amongst them to break through their isolation and reach 
others who had also experienced the BMT procedure – whether it was through the art they 
created or feelings they expressed. This gave a voice to the otherwise invisible group 
members. 
Recommendations for the Art Therapy Field and Future Research 
As I discuss the state of the current research regarding this unique and challenging 
population we will also take a critical look towards the future. I will look to answer the 
questions posed at the beginning of the capstone, and discuss the potential benefits of art 
therapy for BMT patients in medical isolation. Kelly et al. completed a review of current art 
therapy research in 2015 and found a significant dearth of research studies within the field of 
art therapy. Only 92 studies were art therapy based out of the thousands of randomized, 
controlled, systematic research. In addition to this, Kelly et al. (2015) found that the great 
degree of diversity within specific therapeutic interventions and theoretical approaches leads 
to questions as to what is the underlying factor responsible for the results. The lack of one 
overarching framework calls to question the role of art in many of these studies, and this is in 
addition to the fact that the vast majority of art therapy research is conducted through the 
qualitative process of a case study rather than the quantitative process of experimental design 
(Kelly et al., 2015). This makes it difficult to identify what is truly effective and what is not. 
Qualitative studies allow therapists to identify the potential roadblocks and barriers to 
treatment that may not come out of other forms of research that rely more on established 
quantitative measurements to study effects. Overall, Kelly et al. identified a paucity of 
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qualitative and quantitative research in art therapy.   There is a continued need for larger 
sample sizes in art therapy studies so that the significance of results can be established.  
In a search for art therapy with bone marrow transplant adults, a there is a scarcity of 
literature. Only 4 studies utilizing art therapy with bone marrow transplant patients were 
found (Adcock, 2008; Gabriel et al., 2001; Greece, 2003; Gunter, 2000). Of those, one is a 
master’s research thesis using a qualitative case study (Adcock, 2008). Two others (Greece, 
2003; Gunter, 2000) were also case studies with qualitative formats, and the fourth was a 
pilot study utilizing a small sample size of twelve patients (Gabriel and Luzzatto, 2001). 
Given the significant research that exists establishing the psychosocial and physical issues 
facing the BMT population, it is shocking that there has been so little done in the field. This 
may be in part due to the nature of the challenges facing BMT patients, which may make 
researching work with them more difficult. As BMT patients are kept in protective isolation 
and their physical health may decline over the course of treatment, this may lead to a 
hesitancy of clinicians to initiate research studies. There may also be too few art therapists 
working with this population, which could be a foreshortening to future research needed. 
Of the four studies which utilized art-making with BMT patients two were follow-up 
studies.  Lawson et. al (2011) initially conducted a qualitative study with 20 participants 
utilizing a semi-structured interview after an hour long art activity. The 2012 follow up study 
quantified the original study and used a pre- and post-test crossover design, again with 20 
patients, used both questionnaires and salivary cortisol to measure effects (Lawson, 2012). 
Rockwood-Lane and Graham-Pole (1994) developed a pilot program and then conducted a 
follow up using quantitative survey data.  
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There is significantly more research with art therapy in oncology, utilizing a variety 
of methodologies from qualitative interviews (Deane et al., 2000), to mixed qualitative and 
quantitative, pre- and post-test semi-structured interviews and questionnaires (Goetze et al., 
2007), to quantitative pre- and post-test questionnaires with larger samples (Grulke et al., 
2006). On the whole there are significant differences across studies in their theoretical 
approaches and interventions, which make them hard to compare. There are few studies that 
used randomized control groups (Monti et al., 2006; Oester et al., 2006)  and many of them 
used small sample sizes (less than 20) which makes it difficult to determine effects.  
Future art therapy research could look to develop further quantitative, randomized 
control studies, particularly with BMT patients. Research that utilized mixed methods would 
allow for insight into both the subjective experiences of patients receiving art therapy, and 
quantitative data to support its benefits. Ideally larger sample sizes should be sought.  
Exploration into multiple recruitment venues may need to be conducted so that benefits with 
more diverse populations can be established.  Geue et al. (2012) pointed out that many recent 
studies involved a largely Caucasian, adult, female population. Research may also be 
conducted with art therapists working within the medical population in survey form, in order 
to get a sense of current practices within this field and to formulate “best practices” moving 
forward. 
Future studies may wish to set a clear framework for the therapeutic role of the art, 
and utilize both replication and follow up studies in order to measure and confirm the effects. 
With BMT patients, quantitative studies examining improvements in quality of life, effects of 
isolation, post-traumatic stress symptomatology, depression, anxiety, stress, and physical 
symptoms after art therapy intervention using a control group would be useful. Comparing 
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the results after multiple art therapy interventions from an unstructured free drawing, to a 
structured task, to manipulating clay in order to determine differences in the effects of these 
types of interventions could be useful information.  
It must be noted that there are many studies both with BMT patients and psycho-
oncology that utilize art-making without art therapists (Lawson et al., 2011; Lawson et al., 
2012; Rockwood Lane & Graham-Pole, 1994; Rockwood-Lane & Graham-Pole, 2005). 
Though these studies may appear to find many of the same benefits as art therapy such as 
improvement in physical symptoms, decreased stress, increased energy, and a sense of 
connection with others, one cannot tell if they will hold the long-term effects of art therapy 
interventions with a trained art therapist. This may be that the art itself has short-term 
benefits; however, there is no long-term change made, no insight developed, or meaning 
forged as there often is through a therapeutic process. Further follow-up studies in art therapy 
may assist with validating this effect. As Rattigan (as cited in Otto, 2015) stated “art is the 
agent of change” in art therapy, but just providing art materials to someone is different than 
the patient processing their symbolization and artwork with a trained art therapist (para. 6).  
In addition, the therapeutic relationship allows for a context in which the patient can 
deconstruct, reconstruct, and transform their personal narrative while increasing self-
awareness and insight (Gerber, 2016). The educated, credentialed art psychotherapist has the 
ability to explore these concepts that appear or arise in the art process that would not 
otherwise be visible to a talk therapist.  Given the presence of these multiple studies utilizing 
art interventions without trained and credentialed art therapists, it may also be useful to study 
the effects of the art object itself on the patients, with comparison to the therapeutic 
relationship.  
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 The current trend towards identifying art-making activities such as coloring books 
“art therapy” is troubling when one considers those who may truly be suffering emotionally 
and seeking the lasting change and insight that only the therapeutic alliance enables. 
Although art-making is a healthy activity to be encouraged and has countless benefits, it is 
important to distinguish the difference between the benefits of art and art therapy (Wadeson, 
2010). Those not educated and experienced in the ways that art materials and art expression 
may affect individuals’ psychological states are ill-advised to attempt art-making as therapy 
(AATA, 2015).  According to the American Art Therapy Association [AATA], only 
individuals who possess an art therapy degree, license, or credentials may represent 
themselves as “art therapists” or as practicing “art therapy” (2015).  
Benefits of Art Psychotherapy with BMT 
 Harriet Wadeson (2010) noted the significant and unique advantages offered by art 
psychotherapy. These include decreased defenses, the ability to develop a sense of 
permanence through the creation of the art object, and the objectification of the art as “a 
bridge” enabling the individual to relate safely to themselves through the externalized object. 
These represent advantages particularly beneficial for BMT patients who may be struggling 
to communicate and express existential fears and anxieties related to their illness.  They may 
be able to work through defenses and safely discuss these through the metaphor of their art. 
Art therapy also utilizes imagery and spatial communication, which enables the individual to 
reach beyond verbal language and logic and into primary and unconscious processes and 
experiences.  Wadeson (2010) pointed out that art therapy has the ability to enhance self-
esteem and has an “enlivening quality” (p. 13).  For BMT patients, this is crucial as 
decreased self-esteem, fatigue, and helplessness are among common struggles (Blood 
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Weekly, 2002; Broers et al., 2000; Decker, 1995; Fife et al., 2000; Gabriel et al., 2001; 
Gunter, 2000; Lawson et al., 2012; Neitzert et al., 1998; Perry, 2008; Thain and Gibbon 
1996).  
 It has been fairly accepted both within the field of psychotherapy and art therapy that 
there are certain benefits to group therapy (Waller, 1993; Yalom, 1962).  These include the 
giving and sharing of information, the installation of hope, patients helping one another, the 
discovery that the patient is not alone in their experiences, the reconstruction of family, 
catharsis, feedback, cohesiveness (that the group is a safe and respected space), and 
interpersonal learning (Waller, 1993; Yalom, 1962).With the introduction of art, the group 
process intensifies and can appear through the imagery of the art (Waller, 1993), in addition 
to  the benefits listed by Wadeson (2010). Given the significance of the isolation experienced 
by BMT patients (Cohen et al., 2001; Gabriel et al., 2001; Gammon, 1999; Greece, 2003; 
Lawson et al., 2012; Perry, 2008; Thain & Gibbon, 1996), it is crucial that the art therapist 
work towards bringing these elements into the therapeutic process. This is one of the 
particular benefits of the quilt art therapy method discussed earlier. Though the art therapist 
may work with BMT patients individually, a goal is to simulate a “ghost group” or invisible 
group (Agazarian, 2004) for the patients through the presence of the art object and the 
therapeutic relationship. BMT patients are thereby enabled to develop a sense that they are 
not alone on the unit, and that they can give and receive information and help from the 
others. Through this process they may develop a sense of hope. Throughout invisible group 
experiences, the art therapist can provide a safe, cohesive space of interpersonal learning.  
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Summary 
 I began this capstone project with the research question, “Can art therapy benefit 
patients experiencing medical isolation during BMT treatments?”  I also wondered whether a 
review of the literature could provide a direction by which these benefits may be proven 
through continued research and clinical practice. Though I had the clinical experience of 
working with BMT patients in a nine month clinical internship, I did not fully grasp the depth 
of both their physical and psychosocial symptoms until I began this research. Given the 
intensity of the BMT procedure, the protective isolation, and the associated risks, I have 
found myself repeatedly astounded at the limited amount of research in the field dedicated to 
this population.  
 To address my first question, as to whether art therapy can benefit patients 
experiencing medical isolation during BMT treatment, my answer points to “yes”, but with a 
caveat. Only four studies exist which examine the use of true art therapy with BMT patients. 
Though these seem to suggest positive results, their sample sizes are small and they do not 
utilize control groups or randomization (re-cite those studies). However, there are also a 
number of studies showing some benefits of art-making with BMT patients, which may lend 
further credibility to the potential benefits of art therapy interventions with this population 
(re-cite those studies). The benefits of art therapy with this population had to be inferred by 
examining the common concerns of BMT patients, the established benefits of art therapy 
with the field, and the benefits that have been shown with populations who experience 
similar symptoms (i.e., oncology and medical art therapy). Still, there is much evidence to 
suggest that art therapy can benefit BMT patients in isolation through reducing physical 
symptoms, increasing energy, offering a way to feel socially connected, a sense of 
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empowerment increased self-esteem, and the ability to express difficult feeling states through 
nonverbal imagery and produce an external object.  
 My second question involved whether existing literature could provide insight into 
the direction of future research on the benefits of art therapy with BMT patients in isolation, 
and clinical practice with this unique population.  Art therapy is a relatively young field, and 
yet the research to support its benefits has been continually growing and becoming more 
precise and diverse. It is not surprising, given this knowledge, that there is a limited amount 
of research at this time regarding art therapy specifically with the BMT population. However, 
I can conclude that as the body of art therapy research continues to grow, the benefits of its 
use with BMT patients must be further explored in order to best serve this population. 
Specifically, studies with greater sample sizes, studies utilizing a control group, and studies 
comparing the effectiveness of interventions with BMT patients should be explored. 
 Through the literature, I was also able to gain insight into approaches for clinical 
practice, and a recommendation for a research-based clinical method which could address 
BMT patients’ experience of isolation, alienation and social withdrawal, feelings of 
helplessness and the loss of control or autonomy, depression, anxiety, fatigue, and emotional 
distress (Adcock, 2008; Blood Weekly, 2002; Broers et al., 2000; Cohen et al., 2001; Decker, 
1995; Fife et al., 2000; Gabriel et al., 2001; Gammon, 1999; Greece, 2003; Gunter, 2000; 
Johnson et al., 2001; Lawson et al., 2012; Perry, 2008; Thain and Gibbon, 1996; Widows et. 
al, 2000; Widows et. al, 2005).  Specifically, I found that the use of a quilt method might be 
useful for BMT patients in reaping the benefits of group process despite their isolation, as 
well as offering a means to focus attention on the process of meaning making. 
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 Ultimately, I learned that patients experiencing medical isolation during BMT 
treatment undergo an incredible amount of stress, psychosocial symptoms, and physical 
discomfort.  This unique population can be difficult to work with and to research as a result 
of their limited immunity and the need to maintain protective isolation and a sterile 
environment. Still, I personally witnessed the benefits that BMT patients experienced 
throughout the art therapy process, and the benefits have been supported through the limited 
existing research. As the body of research within the field of art therapy grows, it must 
expand to support further work with the BMT population - for they have a great need for 
these benefits.  
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